The measurement of blood-pressure differences between the arms and legs is difficult because of the inaccuracy of existing leg cuffs. Although there has been considerable difference of opinion in the literature, use of the direct intra-arterial method has shown that all components of arm and leg blood-pressures in supine subjects are virtually the same (Pascarelli and Bertrand, 1963, 1964) . Hill and Flack (1909) reported that indirectly measured leg systolic pressures were considerably higher than arm systolic pressures in subjects with aortic insufficiency. Further studies (Hill et al., 1909 ; Hill and Rowlands, 1911-12) described this phenomenon in hyperthyroidism after vigorous exercise and in old age. Cuffs were placed below the knee, and by palpation of the posterior tibial or dorsalis pedis arteries the systolic pressures were measured. In several of their cases differences of 100 mm. Hg were noted. In one case a difference of 150 mm. Hg was reported. The usual difference is thought to be between 60 and 100 mm. Hg (Friedberg, 1956 sign, or the Hill-Flack sign, was also labelled disproportionate femoral systolic hypertension in'aortic insufficiency (Friedberg, 1956) , even though it was the popliteal artery and its branches which were compressed. The validity of this sign has been challenged by intraarterial studies. Leiner and Wachstein (1937) used a mercury column and optical system on four persons with aortic insufficiency, and found no significant directly recorded arm-leg pressure difference. Kotte et al. (1944) since there is an average difference of 3.2 mm. Hg; however, slightly greater variations in differences are noted ( Fig. 1 A? when compared with controls ( Fig. 1 B) . This simply means that differences are greater in aortic insufficiency irrespective of whether brachial or femoral systolic pressure is higher, and is reflected in the values for absolute differences, which are (Table II) .
Discussion
The present study indicates that in aortic insufficiency, as well as in a group of normal controls, all components of bloodpressures in the arms and legs are virtually the same. This is exemplified in aortic insufficiency by Fig. 3 Attempts have been made to explain Hill's sign on the basis of flow phenomena. Friedberg (1956) writes: " Since the femoral artery is in a direct line with the aortic stream, while the brachial issues from the aorta at a right angle, the femoral artery receives not only the pressure head but also the velocity head of the aortic stream . . . in aortic insufficiency the velocity head is considerable, there is a pronounced excess of pressure on the femoral as compared with the brachial artery." Sodeman (1961) offers essentially the same hypothesis to explain differences in arm and leg systolic and diastolic pressures thought to exist in normals. He states that leg systolic pressure is commonly 20-30 mm. Hg higher and leg diastolic pressure is 10 mm. Hg or more higher than arm pressure. Such arm-leg pressure differences cannot be confirmed by intra-arter al measurements ; therefore explanations of this sort must be viewed with scepticism.
There is also reason to question seriously the validity of results derived from cuff measurements correlating arm and leg pressure differences to severity of aortic insufficiency (Frank et al., 1964) , degree of cardiac decompensation in aortic insuffiency (Pont et al., 1953) , or distinction of functional from organic aortic insufficiency (Loewenberg, 1940) . Intra-arterial studies do not confirm any of these impressions, and suggest that virtually no differences in arm and leg blood-pressures exist in supine persons with aortic insufficiency or in normal controls.
A clinical sign based upon indirect cuff blood-pressure measurements should withstand the comparison test of direct measurement. In this study such discrepancies between direct and indirect pressures were encountered that the leg cuff was finally abandoned. A cuff that fits poorly or is too narrow can give pressure readings that are too high. This is especially true when using the leg cuff, where variations in the consistency of the large fat-and-muscle mass create a need for variable amounts of pressure to compress a relatively deep artery of large calibre (Trout et al., 1956) . Most available leg cuffs fit the conical shape of the thigh poorly, and contribute to artifact by actually compressing only a narrow band of tissue. In addition, auscultation or palpation of leg arteries is often difficult. All of the various factors mentioned probably contribute to the inaccuracy of indirect leg-pressure measurement.
The problem of when to use a cuff on the lower limbs is a practical one. Existing leg cuffs are inaccurate. Perhaps their use should be abandoned until a better cuff is designed, " Many systemic infections produce structural and functional changes in the liver which occasionally are accompanied by jaundice. Fortunately, these are seldom of sufficient severity to alter the course of the underlying disease or to require special treatment. It is important to note, however, that unless their relationship to infection is recognized they may lead to serious diagnostic errors. Jaundice is particularly likely to be misleading, since it may be misinterpreted as a sign of primary hepatic or biliary tract disease and thus divert attention from the underlying infection and lead to inappropriate treatment " * Surgical First Assistant, St. George's Hospital, London. (Klatskin, 1963) . Diagnostic errors of this kind are especially likely if the jaundice is " obstructive " in its biochemical pattern. We wish to report a group of five patients in whom the jaundice of severe infection showed many "obstructive " features. In four of them the nature of the infection was obscure when jaundice appeared, the patients presenting with fever of unknown origin.
Case 1 A Jamaican housewife aged 35 gave a history of generalized abdominal pain with fever for a month before admission. The pain began suddenly, was at first colicky in nature, and had radiated D
